plegics and tetraplegics is still the infection of the urinary tract, and from this statement alone results the importance of a very skilled supervision of the paralysed person from the start. I'd like to ask Rosemary, who works in close cooperation with an orthopaedic department, what is the effect of your work on that department since you started work there? I know you had difficulties but I am sure you have overcome them, I am quite certain that the people are now very grateful to you. Whether, of course, it is possible in every Spinal Injuries Centre to have a biochemist like you is a different question, but there is no doubt that under your guidance, and the same applies in Perth, Australia, with Pearman, I think that if these Units have improved in the treatment of urinary tract, this is to a great deal due to your activities.
DR ROSEMARY LINDAN. Well I think you'd have to ask how much difference you think it's made, you should ask Dr Freehafer rather than me but he's not here, but I've no indication that he's dissatisfied with it. I'm not a biochemist and I think this point should be made. I'm simply an internist who got so fed up with how badly the microbiology is being done and how inadequate were our urine specimens that I just took it on myself, and think you shouldn't feel you should have to get a research microbiologist in for this. I think you can have a small ward utility room converted to a laboratory with a technician in it and a physician overseeing that technician, I think this can be done. A physician who understands microbiology, which is not difficult to understand. I think you need not a microbiologist who sits in some ivory tower looking at the plates, you've got to have somebody who is going into the ward. You can have a microbiologist-a tame microbiologist-but you must lead him into the ward. He must become involved with the patients, with the situation, with what's going 011. He must be looking with a critical eye at the way the nurses are doing the dressing, at the way the catheters are being handled, the way the drainage bags are being handled. I don't think this needs to be a rigid situation where you have to have a microbiologist or an infectious disease specialist, you have to have somebody who is going to tak� up this subject, and be prepared to learn enough to be really useful in it. John Pearman is also an internist, he is not a microbiologist either. We work in exactly the same way.
DR KEANE (Ireland). I'd like to ask Dr Lindan whether she thinks that the spread of bacteria by air in the treatment of paraplegics and tetraplegics affects their respiratory systems. I did an analysis of the ward air conditions in our own Unit and I discovered that on average the resting bacteria in the air content was roughly 9'S bacteria-carrying particles per cubic foot of air. After the manual turns, however, this rose to 146 bacteria carrying particles per cubic foot of air but in a total of an hour and a half came back to the resting state. Secondly, I tried ventilation and studied the ventilation, in other words, by opening the windows, producing increase of the bacterial content because it blew the particles of bacteria off the floor and off the bedclothes and off the screms. I would also like to have Sir Ludwig'S opinion on the unhygienic air conditions in, particularly, a paraplegic unit due to manual turning techniques.
SIR LUDWIG. Manual turning certainly increases the bacterial flora in a spinal ward. This can be considerably prevented by electrically controlled turning beds. The main cause of bacterial increase is the removal of bedclothes and changing of linen. Some years ago we made some research in cooperation with Dr Bourdillon, a physiologist who worked with us.
DR LINDAN. I think you are absolutely right Dr Keane. Your findings correlate with everybody else's findings in doing air sampling techniques, and it has long been recommended, not only in spinal injury units but in any hospital, that nurses should not do patients' dressings until at least I hour after the beds have been made because of this high content of bacteria in the air from patients' linen. There are two sources of high bacterial counts in the air, one is linen and dry dressings and the other, of course, is the humidifiers. These are two sources of air contamination which I think you should take into account. I think that patients who have respiratory problems should be in an air conditioned room where the air is being sucked out and not being blown in, and certainly I think if you have one of these patients in a humidified room you must keep very close tabs on what is coming out of that humidifier. Apart from that, I think the resting air has a fairly low bacterial count and in general it is people not things which cause infection and one has to be very careful about this. People like to blame the walls and the floor and all other sorts of things for infection but the main cause of infection is dirty fingers and I think this has to be emphasised.
